deformities it can produce are so great that in seeking a coherent view of the problem we are faced with an immediate difficulty in sorting, tidying, and classifying all these factors. In a short article it is impossible to be exhaustive and one can only illustrate principles with examples. What follows illustrates a practical approach to the problem, doubtless full of gaps and perhaps with some downright mistakes in it-but it has served the author well in studying and working in what is a young subject, which we are only beginning to understand.
It must be recognized at the start that rheumatoid arthritis is unpredictable, except in its predilection for attacking women rather than men (in the ratio of 4:I). It The black spot near the centre is the hole in the floor of the tendon compartment through which the ulna 'attacked' the tendons. Ruptured tendon ends lie to left and right and partly abraded tendons lie in the grip of the hook.
remove the cause and repair the tendon. Removal of an eroded lower end of ulna is an essential prerequisite of a repair, by any technique, of an attrition rupture of the extensors, otherwise the repair will be abraded in turn. It is easily carried out through the same dorsal incision that exposes the ruptured tendons and seems to be an operation without penalties or risks. Moreover it carries with it a bonus in that it relieves the usually painful state of the affected inferior radio-ulnar joint and also relieves the restriction of pronation and supination that results from involvement of this joint (Fig. 2) is held for most of the time. Second, a synovial swelling can project proximal to the transverse basal fibres of the expansion on the radial side between the common extensor and the interosseous tendon, displacing the latter forwards in front of the transverse axis of the metacarpophalangeal joint. The interossei then become persistent flexors of the metacarpophalangeal joint and the proximal travel of the radial half of the expansion is obstructed. The ulnar half being unopposed, there is an immediate ulnar preponderance and ulnar deviation is produced (Fig. 3) .
Removal of such a synovial mass early before irreversible distortion occurs can and will cure the deviation. In other cases the deviatidn is less easy to understand in the absence of such mechanical obstruction but a pleating operation on the radial side of the metacarpophalangeal joint can replace the extensor tendon on the metacarpal head. It is important to maintain this correction with a plaster, or some form of splinting, preferably of the active variety, while the capsulorrhaphy heals and consolidates. Distension and stretching of the volar aspect of the capsule and of the collateral ligaments of the metacarpophalangeal joints may allow forward subluxation of the bases of the proximal phalanges. This at once disturbs the delicate balance of the phalanges-commonly producing a swan-neck deformity. Often this is only amenable to a later salvage procedure-a form of arthroplasty, but one simple device may save the day and is worth trying. A simple leather wristlet has a hook on the dorsum from which four elastic loops are passed over the fingers and the tension adjusted till they lie along the dorsum of the hand, pulling in a backward direction on the base of the proximal phalanges. This counters the forward subluxation and has in some cases abolished the tendency for a swan-neck to develop.
In the fully developed swan-neck deformity resulting from tight intrinsic muscles the release Coming now to the ultimate dilapidations our operative procedures tend to be much more upon bone and joint and less upon soft tissues. A row of dislocated metacarpophalangeal joints in full ulnar deviation and with gross bone damage is not amenable to soft tissue procedures. The metacarpophalangeal joint in the finger is the one joint in the hand that should seldom if ever be arthrodesed (though this is not true of the thumb). Accordingly attention has been focused on arthroplasty. The competing claims of stability and mobility have produced some widely different solutions. Arthroplasty of these joints by simple excision produces a flail condition of the fingers which is at first alarming. However, it can release tight intrinsics and abolish swan-neck deformities and it is surprising how often the shape of objects, that are gripped in common everyday use, seems to guide the flail fingers into parallel alignment so that the grip is effective.
In any case almost anything is likely to be more effective than fingers freezing into the maximum swan-neck deformity where function is minimal (Fig. 5) . In such cases reversal of. the fixed hyperextended position of the proximal interphalangeal joints by serial manipulations, and plasters, assisted in the more fixed deformities by capsulotomies of these joints, can transform these hands, provided only that there is-a useful range of movement at the metacarpophalangeal joints. If fingers are doomed to be stiff let us at least take pains to ensure that they are stiff in flexion and not in hyperextension.
Returning to the metacarpophalangeal joints an attempt to diminish the instability of an arthroplasty by excision was made by Fowler who shaped the head of the metacarpal into a transverse wedge the edge of which was in contact with the base of the proximal phalanx. The latter could then flex and extend by rocking on the edge of this wedge. This can be an excellent arthroplasty but owing to adhesions occurring between the bare bone of the wedged metacarpal head and the surrounding soft tissues the degree of mobility that can be obtained is rather unpredictable. The metal hinges pegged into the medullary canals of phalanx and metacarpal introduced by Brannon and modified by Flatt have the advantages of not adhering in this way, of maintaining length and with it the normal tensions in the related tendons, and of conferring satisfactory lateral stability on these joints. Abduction and adduction at the metacarpophalangealjoints are, ofcourse, sacrificed (Fig. 6) .
While chastening experiences with metallic and other implants in other parts of the body, notably the hip, oblige us to be wary of such prostheses, the indications are all so far favourable. It is quite certain that these devices are capable of restoring nearly normal function. How long they will last, and how long they will remain in position in bone softened by the rheumatoid process remains to be seen. But at least we do not, most of us, walk on our hands so that the prostheses are spared the disrupting forces that have beset some others. Watchful optimism seems to be the appropriate attitude.
At the wrist, on the other hand, an arthrodesis is often highly successful. It is quite unrealistic to attempt to control a severely damaged and painful wrist by external splints. All that can result is the imperfect control of pain and a totally disproportionate decrease in function (this must be carefully distinguished from splinting for an acute flare in a relatively undamaged joint, which is quite a different problem).
The wrist is an easy joint to arthrodese by any of several well-tried methods and in these cases arthrodesis is a certain 'winner'. If the procedure includes an excision of the lower end of the ulna, pronation and supination are restored. The ensuing stability and relief of pain can in addition transform quivering, stammering, ineffective fingers into effective units again, despite their being themselves damaged, so great is the effect on the hand as a whole of this master joint-the wrist.
Provided only that elbow and shoulder are not so damaged that the necessary compensatory movements are impossible, an arthrodesis of the wrist is one of the most reliable shots in the hand surgeon's locker (Fig. 7) .
There are other procedures, of course, for which there cannot be room in a short survey. The aim of the surgeon dealing with the rheumatoid hand is not, however, to be prolific in giving birth to new procedures, however necessary these may be nevertheless. It 
